Emotion Focused Therapy in Posttraumatic Stress Disorder: A Clinical Case  by Cucu-Ciuhan, Geanina
 Procedia - Social and Behavioral Sciences  205 ( 2015 )  13 – 17 
Available online at www.sciencedirect.com
ScienceDirect
1877-0428 © 2015 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license 
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
Peer-review under responsibility of Academic World Research and Education Center.
doi: 10.1016/j.sbspro.2015.09.005 
6th World conference on Psychology Counseling and Guidance, 14 - 16 May 2015 
Emotion focused therapy in posttraumatic stress disorder: a clinical 
case 
 
Geanina Cucu-Ciuhan a* 
 
aUniversity of Pitesti, 1 Targu din Vale, 110040 - Pitesti, Romania 
 
 
Abstract 
 
An important number of studies show that emotion-focused therapy is effective in the treatment of patients with posttraumatic 
stress disorder. The paper describes the experiential emotion-focused psychotherapeutic intervention in a case of posttraumatic 
stress disorder in complicated grief. First we present a brief description of the main treatment approach for posttraumatic stress 
disorder in emotion-focused therapy, completed by the case conceptualization model in process-experiential psychotherapy. Then 
we will present the main research findings, both process and outcome studies, which demonstrated, during the past decades, the 
efficiency of the emotion-focused approach in the treatment of posttraumatic stress disorder and of panic disorder. The case is a 
25 years old man experiencing posttraumatic stress disorder and panic attacks with prolonged suffering after the loss of his 
mother. The case is considered from the process-experiential perspective, starting with the clinical evaluation, followed by the 
case conceptualization and then the treatment plan.  
© 2015 The Authors. Published by Elsevier Ltd. 
Peer-review under responsibility of Academic World Research and Education Center. 
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1. Introduction 
 
After the death of a significant person in their lives, most individuals accommodate loss in an acceptable limit of 
time and tend to return to pre-loss functioning after the grief period. However, a minority of people fails to return to 
normal functioning and may develop chronic grief reactions, manifested by the experience of chronic and disabling 
grief. An important number of studies refer to this condition as prolonged grief disorder, which has particular 
differences from the posttraumatic stress disorder. (Schaal et. al., 2012).  
There are an important number of scientific papers struggling to define prolonged grief disorder and to include it 
in the DSM diagnostic categories. Among these, the work of Prigerson and his colleagues is significant, because 
they defined the diagnostic criteria for this category (Prigerson et al., 2009; Prigerson, Vanderwerker, & 
Maciejewski, 2008). Prigerson and his coworkers identified that, for the prolonged grief disorder, the person must 
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have five (or more) of the following symptoms experienced daily or to a disabling degree, after a period of 6 months 
since the death of the significant other: confusion about one’s role in life or diminished sense of self (i.e., feeling 
that a part of oneself has died); difficulty accepting the loss; avoidance of reminders of the reality of the loss; 
inability to trust others since the loss; bitterness or anger related to the loss; difficulty moving on with life (e.g., 
making new friends, pursuing interests); numbness (absence of emotion) since the loss; feeling that life is 
unfulfilling, empty, or meaningless since the loss; feeling stunned, dazed or shocked by the loss (Prigerson et al., 
2009). 
However, the patients who suffer from prolonged grief present combined symptoms of posttraumatic stress 
disorder, anxiety and depression. Since the DSM-5 committee believed there was no consensus at present for the 
addition of prolonged grief disorder and complicated grief as a distinctive diagnostic category, we are presenting our 
case study in the framework of posttraumatic stress disorder.  
 
2. Method 
 
2.1. Subject 
 
 The clinical case is a 25 years old man experiencing posttraumatic stress disorder and panic attacks with 
prolonged suffering after the loss of his mother. In this article we will call him Mathew, which is not his real name. 
 He first came to therapy describing panic attacks associated with the moments when his girlfriend was 
smoking. He spoke with his girlfriend about his problems, which he presented as concerns about her health and a 
sign of his love for her. The girl, who was only an occasional smoker, agreed not to smoke anymore in his presence. 
But Mathew developed a panic attack a few days after, when he saw a pack of cigarettes in her pocket. 
 
2.2. Case history 
 
Mathew comes from a united and loving family. His mother was a kindergarten teacher, his father was an 
engineer, and he has a younger brother, just one year age difference from him. He describes himself as a shy child, 
and then teenager, always in the shadow of his younger but more assertive brother. He always had a special 
relationship with his mother, which Mathew describes as very caring and empathic. She was the most important 
person in his life for a long period of time and the only one which understood him and comforted him.  
Two years before coming to therapy Mathew’s mother died from cancer, after two years of suffering. Mathew 
lived his mother death like a slow motion movie. He was deeply affected by every sign of pain or sadness from her, 
but buried all his emotions so he would look brave and supporting for her.  
After the mother diagnosis, the two parents decided not to involve the two sons into their battle with cancer, 
and were very discrete for a long time about the treatments and symptoms of suffering. Every time the boys come 
home, the parents acted as nothing was wrong, they only talked about usual family things or about the son’s 
problems, never about their mother hearth. They spend the next few holidays like this, pretending as nothing unusual 
is happening, as they were a normal family on a special day. “It was like we were eating at the Christmas table with 
the leopard in the closed, and no one wanted to talk about it, hoping it will decide to go away!” said Mathew once.  
During the last months of life, Mathew’s mother became depressive and reduced the communication with 
everybody. Since he was living and working in another city, he only spoke with her by phone a few times. The last 
time was on mother’s day, just four days before her death. Then he was called to come home. When he entered the 
family apartment he was shocked about the smell of the cytostatic medicines that came from the mother’s bedroom. 
He associates this smell with the smell of cigarettes smoke. 
The next two days Mathew stayed by his mother bed, taking turns with his brother and his father. He was 
deeply affected by the mother suffering, helplessness and sadness, and intensely lived her last moments.  
 
2.3. Measures 
 
 The main psychological evaluation instruments we used with this case were: personal history interview, 
Clinical Semi-structured Interview for DSM-IV-TR, Axis I, the posttraumatic stress disorder scale (SCID-I), Beck 
Depression Inventory and clinical non-structured interview. 
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 Mathew meets the DSM-IV-TR criteria for posttraumatic stress disorder, and also the ones for panic disorder. 
During the last month he had an important number of panic attacks, with a persistent fear that the attack could 
happen again at any moment. He also had persistent concerns about the panic attacks implications on his mental 
health and manifested significant behaviour modification related to the panic attacks. 
 
2.4. Procedure 
 
 In this section we will present the therapeutic tasks and we will comment them in the framework of the 
process-experiential model of psychotherapy.  
 The therapeutic process involved six steps:  
1) Facilitation of a safe and productive therapeutic relationship by emphatic attunement, therapeutic bond 
and task collaboration 
 Persons with anxiety have a chronic feeling of self-endangerment, the majority of the anxiety disorders being 
related with painful and dangerous experiences of the self. This is particularly true with the prolonged grief patients. 
Their experiences often occur in interpersonal situation, leaving the individual with a deep sense of helpless, 
trapped, and impossible to prevent the dangerous event, which is perceived as meant to happen. With these patients 
constructing a safe and trusted therapeutic relationship is very important, so the first sessions we emphasized the 
emphatic attunement, by being present, entering into the client’s experience, and resonate with his experience. We 
also focused on building the therapeutic bond by communicating empathy, caring and presence to the patient. 
 On the task collaboration, we took into account the fact that patients with panic disorder have an intense need 
of developing a sense of control over their symptoms before working on the repair of their deficiencies in the 
experimenting of self. We used the cognitive behaviour technique of symptoms tracking, Mathew having the task to 
register his panic attacks over one week. He received a table with five columns: day and hour of the attack, what he 
was doing/where he was, corporal symptoms and behaviour, thoughts, and emotions. We transformed the technique 
in an experiential manner: for every panic attack he should use a new paper sheet and never read the old ones. He 
was instructed to fill the table during the panic attack and to describe as accurate and as in detail as he can his 
symptoms. This paradox technique was intended to help him focus in the present, on the “here and now”, and it 
proved to be very efficient. Mathew reported that the symptoms were decreasing in intensity and in two weeks his 
panic attacks were increasingly rare. 
2) Process-experiential formulation of the case by empathic exploration and identification of the maladaptive 
emotion scheme 
The case conceptualization follows the process-experiential theory of emotion. Emotion is fundamentally 
adaptive in its nature and has the capacity to help the person to process complex situational information rapidly and 
automatically, and then to produce appropriate actions for meeting important needs (Elliott et al., 2004). Emotion 
organizes experiencing through emotional schemes, which are the basis for both normal functioning and also a 
source of human dysfunction.  
Each emotion scheme comprises five types of elements (adapted after Elliott et al., 2004): 
3. Perceptual-situational elements – represent the person’s past or current environments and include 
immediate awareness of the current situation and episodic elements. Mathew’s perception of the cigarette 
smoke from his girlfriend reminds him of the smell of cytostatic medicines in his mother room and the 
trauma of his mother death, activating fear of death. 
4. Bodily-expressive elements represent the emotion scheme processes through the body. When he has a 
panic attack, Mathew experiences trembling, chest pain and intense crises of crying, reliving the moments 
of his mother death. 
5. Symbolic-conceptual elements – are verbal or visual representations of the emotion scheme processes 
produced through reflective self-awareness of the perceptual-situational and bodily-expressive elements. 
Mathew’s obsessed thought was: “My girlfriend could die in the same terrifying way like my mother!” 
6. Motivational-behavioural elements – are the elements activated by the emotional scheme and represent it in 
forms of needs, desires, and wishes. Mathew felt the need to protect his girlfriend and to get rid of the fear 
by trying to convince her to quit smoking. 
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7. The emotion scheme nuclear processes – organizes all the different components around a particular 
emotion – Mathew’s fear of death. 
In the minutes when his mother death was imminent, Mathew tried very hard to understand what his mother 
could feel, and even sit in an armchair trying to pretend that he was dying too. He entered a suggestive state of mind 
and experienced an intense fear for his own death. But he quickly decided that the fear for his own death was not a 
“suitable” feeling for that moment, and he felt intense guilt and then anger on himself. According to the process-
experiential theory of emotion, this is a secondary reactive emotion response. The primary adaptive emotion, fear of 
death, is hidden by two secondary reactive emotions, guilt and anger. He became angry of the danger of death by 
cancer (externally focused reaction) and also angry with him for being afraid of death (self-focused reaction). These 
feelings transformed the original emotion and leaded to actions that are not entirely appropriate to the current 
situation – Mathew’s persistence on convincing the girlfriend to quit smoking. 
3) Reprocessing of problematic experiences by retelling of the traumatic and difficult experiences and 
meaning creation 
 We used the retelling of the traumatic event strategy repeatedly, helping Mathew to understand his painful 
experiences and his emotions related to the trauma.  
 One of the dysfunctional emotions related to the trauma was Mathew’s feeling of guilt.  
 First, he understood that his profound feeling of guilt was generated by the fact that, when he was trying to 
empathise with his mother, in her last minutes, and simulated that he is also dying, he activated the fear for his own 
death. He was feeling guilty that he was thinking of his own death during his mother last minutes of life, instead of 
offering her emotional comfort. Second, Mathew was feeling guilty because he couldn’t stand the smell of her 
mother wounds when he was by her bed during the last days of her life. He recalls that the smell was so intense, that 
he only could spend a few minutes at a time, and then he needed to take a break and go to another room before he 
could return by her side. It was the same smell that he was associating with the cigarettes smell. This was the main 
perceptual-situational element of his dysfunctional emotion scheme and the “anchor” or a “sensory cue” that 
activated the panic attacks. During the therapy, we reprocessed this feeling of guilt by generalisation, and Mathew 
understood that his self-preservation instinct is stronger that his need to love and compassionate others.  
 The other dysfunctional emotion was Mathew’s anger. First, Mathew was angry with himself for being afraid 
of his own death, instead of being present by his mother side on her last minutes of death. This is a self-focused 
reaction to trauma. In the therapy, we reprocessed his reaction as a sign of intense love and empathy with the 
mother. He was so much present by her side that he wanted to feel what she was feeling. Second, Mathew was angry 
of the danger of death by cancer. This is an externally focused reaction to trauma. In therapy, he understood that this 
intense emotion is making him to control his girlfriend behaviour. By generalization, he understood that there a 
large number of other possible causes of death, and that not every person that smoke will die from cancer. 
4) Reprocessing unfinished interpersonal issues with the mother by empty chair work 
 Mathew was angry of his mother, because she did not take care of her health in time. The mother died from 
skin cancer, and Mathew was accusing her for ignoring one melanoma that was changing size and colour over the 
time, and also for loving too much to stay in the sun. We used the empty chair technique to clarify this unfinished 
business and to solve the interpersonal issue. 
5) Restructuring and changing of the primary emotion scheme 
 During this phase of therapy Mathew developed new meanings of the trauma from his internal point of view, 
and evaluated alternative views of the trauma by integrating previously unconnected or inconsistent aspects of the 
experience into a more sensible story. 
6) Self-empowerment (full resolution) 
 At the end of the therapy, Mathew expressed a more integrated view of self and others and considered new 
ways of acting, while still maintaining personal safety.  
 
3. Results 
 
After the treatment, Mathew did not meet the DSM-IV-TR criteria for posttraumatic stress disorder anymore, 
and had no panic attacks in the last two months.  
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4. Discussions 
 
In the framework of the cognitive model of posttraumatic stress disorder, what was happening to Matthew can 
be defined as the phenomenon of intrusive re-experiencing in PTSD (Elhers, 2006). If we extend this interpretation 
into the framework of the process-experiential model, Mathew had a dysfunctional emotional scheme related to the 
trauma, which was activating during his present situations. In other words, he was responding with an old emotion 
to a new situation. 
In an early study, Ehlers and Clark (2000) concluded that the triggers are often cues that bear a sensory 
resemblance to stimuli encountered at the time of the trauma, even if there is no link in meaning. In Mathew’s case, 
the trigger was the smell of cytostatic medicines in his mother room, which was associated with the smell of his 
girlfriend cigarettes. The easy triggering of involuntary memories by matching sensory cues in PTSD is because of 
strong perceptual priming and strong associative learning at the time of the traumatic event (Elhers, 2006). Mathew 
learned that this particular smell can be associated with the death of a significant other, and this trauma memory was 
inadequate integrated into his autobiographic memory. In therapy, we helped him to be more aware of the present 
sensory triggers that make him re-experience symptoms. He learned to discriminate the current triggers, like 
cigarettes smell, and their benign context from those that he encountered during his mother death time, namely the 
smell of cytostatic medicines in his mother room. By re-experiencing in the therapeutic context, Mathew realized 
that he is responding with panic to a memory rather than to a current reality. The paradox technique helped him 
connect to the present moment during the panic attacks, and to apply what he was learning in the therapy settings to 
the real panic attacks situations. 
According to the emotion-focused therapy (Elliott et al., 2004), after the traumatic event of his mother death, 
Mathew passed alternative phases of being unable to feel and being overwhelmed by feelings of fear and panic. The 
traumatic event led him to construct an emotion scheme that generated maladaptive emotional processes related to 
his mother death, the most frequent being debilitating fear, guilt and anger. He managed to have a normal life for 
almost two years, until the smell of his girlfriend’s cigarettes acted as a trigger, making him involuntary re-
experience the traumatic event. But, because the mother death was so painful, Matthew automatically tried to avoid 
the re-experiencing, fighting with his girlfriend not to smoke in his presence. This situation was a danger on his 
couple relationship, and his emotional adaptive processes were interrupted. The trigger activated Mathew’s part of 
the self that tries to break through the avoidance and work through the trauma. Involuntary re-experiencing the 
traumatic difficulties of his mother death is an attempt to clarify unfinished aspects of the traumatic event, to 
understand how that event happened and which the causes of it are.  
But the emotional injury that Mathew suffered during the last days of his mother and the moment of her death 
disrupted his narrative processing and created an important discontinuity in his meaning-making processes. There 
were also memory gaps and explanatory discontinuities in his story. Mathew’s story of his mother death did not hold 
together and did not fit into the pre-victimization story. He activated the emotional schemes of “vulnerable self” and 
“unsafe world” (Elliott et al., 2004). This is the reason why, in the therapeutic process, we had as important tasks re-
empower the client’s self and re-establishing the world as partially trustworthy. Then, we helped Mathew reprocess 
the trauma of his mother death, by facilitating his controlled expression of emotions in therapy.  
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